Introduction
Adrian Padfield FRCA J R Soc Mecl1996; 89:277P Over the last 50 years anaesthesia has advanced from an art learnt 'hands-on' and mostly practised part-time by general practitioners to one of the most scientific specialties in hospital medicine. The burgeoning of the speciality has allowed the magnitude and complexity of surgery to increase to an extent that could not have been envisaged SO years ago. It attracts doctors who, whether they exercise a wide range of highly specialized practical skills or indulge in esoteric basic research, see the patients in terms of their overall medical conditions. Anaesthetic practice has a much more perioperative role than a generation ago so modern anaesthetic training must encompass a wide knowledge of medical diseases and of the drugs and medications used in other specialties as well as a complete understanding of the agents used in anaesthesia (including their rarest side-effects). However, one of the great strengths of British anaesthesia is the wide practical experience that has been maintained-undiluted by nonmedical anaesthetists.
The introduction of muscle relaxants, intermittent positive pressure ventilation, and new local and general anaesthetic agents together with new techniques, equipment and sophisticated monitoring allow anaesthetists to manage patients who, even 30 years ago, would have been considered far too risky to be subjected to the rigours of (less complex) surgery. The success of modern anaesthesia occasionally leads to rather blase surgical attitudes and narrow perspectives when the overall well-being of patients and their future quality of life should be considered.
Highly elaborate surgery can now be carried out on patients with serious and life threatening illnesses. Also, technically straightforward surgery may be performed on patients whose medical conditions and treatment can bedevil their anaesthetic management. The three papers by Alderson, Conacher, and Reilly, presented at a meeting of the Section of Anaesthesia, illustrate some problems posed by patients with unusual and complex conditions needing surgery and show how these can be overcome with modem perioperative anaesthetic management. (Accepted 30 AUBust 1995) function, leading to loss of sensation and muscle tone, loss of movement and autonomic failure in the area that the spinal cord supplies. This 'spinal shock' can be compared with the effects of a spinal anaesthetic of the same dermatome height, and it is therefore possible to predict the objective signs. If the injury is cervical then respiration will be considerably compromised. Also a total sympathectomy will have been performed, leading to low blood pressure, low pulse rate and low cardiac output. It must be remembered that in this situation the cranial parasympathetic nerves will still be functioning normally; therefore stimulation of the vagus nerve, in particular, may worsen the cardiovascular state by causing bradycardia and even cardiac standstill. This is particularly likely to happen during endotracheal intubation, tracheal aspiration, and pharyngeal aspiration, and should be
